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Cross, gave limited coverage to a quarter of the population. 10 The National
Health Insurance Act of 1911, Britain's first major medical-care legislation, covered only the employed half of the population, not their families and dependents. 1 Benefits extended primarily to the services of the general practitioner and not to dental, optical, and hospital care. 12 The 1942 Beveridge Report on Social Insurance, recognizing the shortcomings in Britain's health services, declared that no social security program could be successful without comprehensive health care for all members of the community. 13 In Britain, social security provides income to replace, in part at least, earnings interrupted by unemployment, whether caused by economic conditions, illness, accident, or age. Health care would shorten or prevent many such interruptions of these earnings.
14 The wartime Coalition Government 10. BEVERIDGE REPORT 160 . At the end of 1949, 66 million persons, or about 44% of the total population, of the United States, had insurance providing a varying degree of coverage for hospital expense. See Klem, supra note 7, at 99.
11. Eligibility depended on insurance status and insurance was available only to the employed, not the self-employed, earning less than 420 pounds a year. Speech of Bevan, 422 H. C. DEB. 43 (5th ser. 1946) and A NATIONAL HEALTH SERVICE (CMD. No. 6502) 54 (1944) .
Aside from limited scope and coverage, the National Health Insurance Scheme had two fundamental weaknesses. First, the whole machinery of administration was too costly, for the actuarial complexities of the Scheme consumed much of the time of local and civil service committees. Secondly, like in any insurance scheme, premium collections, not health needs, delimited services rendered. See Morgan, Mipra note 2, at 449; BEVERIDGE REPORT 28-30. 12 . Though hospital and specialist services were not made available under the scheme, some dental and optical treatment could be obtained on partial payment by about half the insured population. A NATIONAL HEALTH SERVICE (CMD. No. 6502) 53, 64-5 (1944) . 13. BEVEUDGE REPORT 15, 48, 158-63.
14. "It is a logical corollary to the payment of high benefits in disability that determined efforts should be made by the State to reduce the number of cases for which benefit is needed. . . . Disease and accidents must be paid for in any case, in lessened power of production and in idleness.... ." Id. at 
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The Act, which, with Britain's new Social Security Laws, went into operation on July 5, 19 4 8 ,s sought to give effect to two interrelated objectives: (1) To afford everyone, irrespective of income, an equal opportunity to benefit from the best medical services available; (2) To develop and coordinate the nation's health resources so as to provide a comprehensive service covering every preventative as well as curative branch of medical and auxiliary activities. 19 To achieve these objectives, the Act divided the Nation's health resources into three groups under the auspices of the Minister of Health. 20 Specialist
18.
The National Health Service Act is only one of five major pieces of legislation which are portions of a single overall social security program insuring against incapacity, disablement, unemployment, old age, and other economic risks. The Family Allowances Act, 1945, which had begun operations in 1946, provides weekly cash allowances to a mother for each child under school-leaving age, except the first. Allowances are available to all and are subject to income tax. 8 & 9 GEO. 6, c. 41. The National Insurance (Industrial Injuries) Act, 1946 , and the National Insurance Act, 1946, cover the whole population for most economic hazards from womb to tomb. The scheme is on a strictly actuarial basis, is contributory and compulsory. 9 & 10 GEO. 6, cc. 62, 67. The National Assistance Act, 1948, is a residual service for those who fall outside the scope of the Insurance Acts either because of the nature of their need or because they have not made enough contributions to qualify for benefits. 20. NHSA pts. I-IV. For historical reasons the three main branches of the service are administered by three independent though interrelated authorities. Though liaison is not yet perfect among the three groups, it is expected that patients will be able to shift smoothly from one branch of the service to another. See 
243-4 (1950).
Provision is made for preserving the denominational character of religious hospitals transferred to the Minister. NHSA § 61. The transfer of hospital ownership to the Minister was accompanied by existing endowments freed from any trust. All endowments with the exception of those for teaching hospitals were placed in a Hospital Endownments Fund. The income is allocated equitably among Regional Boards for use at their discretion. Capital may be made available on approval by the Minister. Id. § 7(4), (5). Conservatives opposed these provisions as violating the wishes of testators. See, e.g., Speech of Strauss, 425 H. C. Dn. 1797 (5th ser. 1946). As a result, if "reasonably possible," objects of existing endowments, particularly for preserving the memory of a person, and any endownments made after the Act came into operation will be honored.
NHSA § 7(4) (a), (7). And see 428 H. C. DEB . . we try to formulate our dominant impression, it is a sense of the vastness and complexity of democracy itself. Modern civilized states are driven to this complication by the dense massing of their populations, and the course of industrial development. The very desire to secure mobility in the crowd compels the adoption of one regulation after another, which limit the right of every man to use the air, the water, the land, and even the artificially produced instruments of production, in the way that he may think best. . . . But the very fact that, in modem society, the individual thus necessarily loses control over his own life, makes him desire to regain collectively what has become individually impossible. Hence the irresistible tendency to popular govern- As far as the British Medical Association was concerned, the big question was whether or not the Government, as the Labour Party had often advocated, intended to pay doctors on a full-time salaried basis. Believing that this was so, and that such a method of remuneration would make doctors civil servants, the B.M.A. conducted a campaign against the Bill, threatening to undermine the new service unless the Association could be satisfied on this point. See BRADY 47 (1948) . In support of NHSA § 33(2) (b) which allows a service patient to transfer from one doctor to another, it was argued that this would keep fee-paying within reasonable limits and prevent a breakdown of the public service. 422 H. C. DEB. 56 (5th ser. 1946). The Act guarantees everyone the free service of a general practitioner. NHSA §33(2)(c). However, because of extreme shortages of personnel and facilities, the government has not guaranteed to provide all services. For a discussion of this problem in the dental service see SELECT. COMMMIrE The Central Health Services Council advised the Minister to allow doctors to treat private patients in health centres so long as no distinction between private and public patients was made. The Health Centre Committee reasoned that there would be no economic justification for forcing a doctor to maintain a separate office since less than 1 in 20 of the whole population were private patients. "Further, quite apart from the interests of the individual doctor, the Committee thought it undesirable to perpetuate two places of practice, one public and one private. To do so would suggest that there were two standards of practice." REPORT OF CENTRAL HEALTH SERvIcEs CouNcn., 1949 (HCR 84) 13(a) (1950) .
In agreeing to accept this advice, Freedom of choice, which permits patients to consult doctors in whom they have confidence was never unrestricted. Not only an individual's ability to pay but also the number and accessibility of medical personnel and facilities always limited his choice. 36 By removing the ability-to-pay limitation, and by preserving the right of the patient to select and to change his doctor within the service, the Act has enlarged freedom of choice for almost everyone. 37 In the United States freedom of choice is far from absolute. The inability of families receiving low incomes (a third of all United States families had total money incomes of less than $2,000 in 1948) to pay for private medical care when needed was first documented nearly 20 years ago by President Hoover's committee on the cost of medical care. Geographically the ratio of doctors to population varies widely and is almost directly correlated with income levels. LOW-INCOME 
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ticularly true since more than nine out of ten doctors and dentists, and virtually all opticians, druggists and hospitals are taking part in the National Health Service.
38
Although personal means no longer restrict free choice, that choice is still limited by the Nation's budget. As long as hospitals must compete with tanks, houses and schools for appropriations, Britain cannot make sufficient expenditures on the Health Service to meet newly released demand. 9 But the Act has ing us at our homes, or we visiting him. . . . The great difference will be that we shall not pay fees for attention. We shall pool our resources as a community and pay doctors for our general care, irrespective of our individual needs." Speech of Key, 422 H. C. DEB. Until October 1950 a patient could change his doctor without prior notice. Now he must give two weeks notice. This procedure is designed to check over-hasty action by patients whose request for something they do not need has been refused by their doctor. 
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made a difference. Everyone now has an equal opportunity to use almost all existing health resources, and heavy costs of illness which formerly hit individual families are shared by all. 40 Even if the nation's financial resources were unlimited, the Act could not have relieved shortages and maldistribution of health personnel and facilities overnight. 41 Present delays in medical, dental and hospital treatment and in filling prescriptions for glasses will continue until supply catches up with newly revealed pent-up demand. 42 Some supporters argued that health services should marily to the unexpected size of public demand. At the close of the third year, however, annual costs appear to be levelling off at approximately 450 million pounds ($1,260,000,000 The total cost of the Health Service is not entirely an additional burden on the community. In the main it is a transfer of expense from the private to the public purse. 44. Precedents upon which the Minister of Health relied in estimating demand proved highly unreliable. For example, demand for dental care turned out to be three and a half times greater than the original estimate which, with a liberal allowance for increased demand, was based on the demand for those services under National Health Insurance. SELECT COMMITTEE REPORT ON ADMINISTRATION OF NHS, 1949 129 and pp. 24-5. Demand for optical care is two and a half times greater than demand under National Health Insurance. Id. ff 37. In both of these services the underestimation is attributed to an insufficient allowance for increased demand under free as distinguished from contributory services. Id. 138.
A survey conducted by an independent medical journal revealed: "[T]he start of the service has brought to light untreated illness in the old, in children, and in women. 
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Despite these shortages, freedom of choice has been extended. More patients have been treated than if the Plan had not been in operation, 4 5 and the spurt in demand has stimulated provision of new medical resources. For example, demand for glasses has within two years caused a 50% increase in productive capacity. As a result, current production not only meets current demand but is also eating away a huge backlog. 46 The training of enough dentists, like the training of doctors and nurses, is a long-run problem. 47 Prior to the war more dentists left than entered practice. This trend is being checked and students in training have almost doubled. 48 46. At the end of the first 6 months of the service, the total public demand for glasses increased two and a half times over the demand prior to July 1948. Though production of lenses was increased by about 40%, the average delay in supply was about 4 months and later reached 8 months. Within 2 years, 15/2 million pairs of glasses were prescribed and 1434 million had been supplied. Production is now 33% above current demand and long delays are almost entirely confined to special lenses. REPORT 
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supply of doctors but they are maldistributed. 49 The training of more doctors, the development of health centres and financial inducements to practice in unpopular areas will eventually afford wider choice, without regimentation of either patient or professional personnel. 50 
The Problem of Priorities
As long as shortages continue, a priority system for the distribution of some services is necessary.
5 ' For example, a small percentage of hospital beds and of lens production is reserved for emergency cases on medical grounds.
52 But "political" priorities-based on the government's determination of the comparative potential value to the state of one group over another-had to be avoided. They could endanger the right of individuals to benefit equally from the best available medical care.
3 For example, services in short supply might 
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only be granted workers in essential industry, even though other individuals were equally in need of care. Nonetheless the Act's provision of priority dental care for children seems close to a political priority, since, care of a new generation's teeth is preferred over dentures for octogenarians. 54 This priority failed in operation because high fees set for general service within the National Health scheme attracted dentists away from the lower income earned for child care. 50 Thus adults were given an unintentional priority over children.
0
Distribution of free services in short supply, without creating priorities based on factors as inconsistent with the Act's principles as ability to pay or political expedients, remains unsolved.
57

Protection from Neglect
Numerous safeguards protect the rights of individuals within the service from abuses by administrators and professional personnel.
8 The Act provides 1950 ). Prior to the scheme, some argued that there was no shortage of dentists. " [T] here is a financial enforced priority for dental treatment, and the workers still cannot afford good dental treatment. Therefore, there is a service available of competent dentists to treat patients who can afford to pay for their services." Speech of Baird, 447 H.C. DEB. There has been some abuse of the Service by the public as well. Unnecessary resort to doctors to obtain a prescription for free aspirin has not been uncommon. To discourage this, the Act was amended to permit a nominal charge for all prescriptions. The Ministry has not imposed this tax, primarily because it would place an unfair burden on largefamilies, and exemptions would create administrative difficulties. However, the publicity accompanying the proposal has caused a reduction in the number of such cases. 
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RIGHTS OF THE DOCTOR AND THE NATIONAL HEALTH SERVICE
While acknowledging that ultimate responsibility for providing a public service rests with a Minister answerable to Parliament, the government recognized the necessity of an effective voice for doctors in the administration of their own profession. 62 Underlying this recognition of the need for limited professional self-government was a desire to allay any fears that a doctor's personal freedom would be destroyed, to prevent encroachment on professional freedom, and to encourage full participation by all professions in the service. 3 Provisions of the Act and regulations relating to professional representation, entry into the service, methods of payment, investigation of complaints, and disciplinary procedure are designed to achieve these interrelated objectives.
Professional Representation
Anxious to avoid the creation of a new body of civil servants, the government was equally anxious to avoid the opposite danger of syndicalism. The Act attempts to strike a balance between these extremes, without sacrificing lay control, by creating a central advisory committee of all interested professions and by giving them representation on administrative bodies with executive responsibility.
64
Central Hcalth Services Council. As the conduit of professional opinion, a Central Health Services Council serves the Minister of Health in a consultative and advisory capacity. 63 More than half of the Council's 41 members are from 70 to 100 oral and an equal number of written answers are given each day. There is a real investigating and disciplinary power in the questions which may concern any matter of public importance within the authority of the government. . taken it to be our task not only to consider specific requests for advice from the Minister, but to review the general development of the Health Service and to study any matter to which, in our opinion, the Minister's attention should be called. We are required by the Act, however, only to advise on 'general' matters; we consider that this limits us to matters of broad general policy and removes all questions of detailed administration from our terms of reference." REPORT OF CENTRAL HEALTH SERVICES COUNCIL, 1949 (HCR 84) 12 (1950). 70. NHSA § 2(3), (4) and speech of Key, 425 H.C. DES. 1786 (5th ser. 1946). The Minister, after consultation with the Central Council, may constitute Standing Advisory Committees to advise him and the Central Council. The Minister has undertaken not to act, except in emergency, on any Advisory Committee report until the Council has had an opportunity to express its views. The Council is responsible for coordinating the work of all Committees to ensure that the central advisory system works as a whole, not as a number of disjointed parts offering unrelated advice to the Minister. The Council was divided on whether all Committees should have both professional and lay representation. A narrow margin favored such lay representation but the Minister rejected this advice. He maintained that he should be able to look toward Committees, such as the Medical, Dental, and Pharmaceutical, for solely technical advice and that questions affecting these services as a whole should be discussed in full council. REPORT Committees. In addition, the Council advised the Minister on more than a dozen policy matters which it thought important. Most of the recommendations made in its Annual Report to the Minister were accepted, including one which was given effect by amending the Act itself. 72 Criticisms of the Service, whether or not acted on by the Minister, become available for public consideration in the Council's Annual Reports. 73 Thus, through a central advisory system, doctors are given an effective voice in overall policy.
Regional Hospital Boards. Though financed nationally, all hospital and specialist services within the Health Scheme have been regionally pooled. Each area is centered on a medical university 74 and administered by a Regional Board. 75 To ensure professional, community, and governmental representation on each Board, the Minister consults with university, medical, and other regional organizations before appointing members. 76 In practice, however, control appears to rest in the medical profession. a Board of Governors of whom the Minister may appoint fewer than half. Control, therefore, rests with members chosen by the university, the hospital staff and the Regional Board.
9
To secure maximum decentralization, Regional Boards must appoint Hospital Management Committees to supervise the day-by-day operations of particular hospitals.
8 0 The Board appoints these Committees after consultation with the hospital's senior staff, the Local Executive Council, and local health authorities.
8 ' Boards and their subsidiary Committees are corporate legal entities.
2
Though the Minister of Health has ultimate control of administration, his policy has been to exercise his power infrequently. 8 3 His regulations, which must be laid before Parliament, 8 4 have outlined in broad terms the division of responsibility between Regional Boards and Management Committees. Flexibility and local independence have thereby been encouraged without sacrificing advantages of regional planning. 80. NHSA § § 11(3), (6), 12(2) 
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Other representative bodies. Though family practitioner services are the concern of local bodies, three central units were established to handle national problems. A Medical Practices Committee, composed primarily of practicing physicians, supervises the entrance of doctors into the service. 93 A Dental Estimates Board of nine members, seven of whom are dentists, scrutinizes estimates of complex dental work performed on a fee for service basis. 94 Finally, a Tribunal with legal, lay, and medical representation hears cases involving the dismissal of practitioners from the service.05
In short, at all levels of organization-central, regional, and local-adequate outlets for professional participation in the administration of the health service have been provided without relinquishing public controlY 6 
Entry into Service-Problem of Maldistribution
Although government direction might have achieved an adequate distribution of doctors, Parliament rejected this means of accomplishing a basic objective as in conflict with guiding principles of the Act. Moreover such action was impractical, since doctorsmight decline to join the Service.
97 Parliament decided therefore, that doctors, like anyone else, should be free to work whereever they preferred. But Parliament refused to accept the contention of the British Medical Association that every doctor was entitled to take part in the Service by right. This would have compelled the Minister to spend public funds in areas not requiring an additional doctor even though other areas had less than a minimum number. 9 8 Such pressure would be justifiable only if the Act gave the State a complete monopoly of medical services. 99 It does not. A doctor may practice privately anywhere. 00 Furthermore, the Act entitled every doctor to participate at the location of his previously established practice, if prior to its operation he applied to join the Service.
1 1 As a result the ratio of doctors to patients continues to differ greatly in each Executive Council area.
02
Apart from monetary inducements, 0 3 the only statutory authority to alter maldistribution is the Medical Practices Committee's power to refuse any application by a doctor to practice for the Service in areas designated by the Committee as "over-doctored." It is the only ground on which the Committee can refuse an application. This is called "negative direction. of a vacancy due to death or retirement in an established practice any doctor may apply for that practice. The Medical Practices Committee, after consultation with the Local Executive Council, fills the vacancy in accordance with relative qualifications of candidates.
10 5 Special consideration must be given, however, to such matters as preferences of remaining partners and the family ties of applicants.
6
Any doctor whose application has been refused by the Medical Practices Committee may appeal to the Minister of Health. The appellant, the Committee, and, in cases involving a vacancy, the doctor whose application was granted, are entitled to be heard. All parties may be represented by counsel.
10 7
Pending such an appeal, the Committee's determination is held in abeyance.
Despite strong BMA opposition, Parliament prohibited the sale of medical practices by doctors joining the service. Prior to the Act, a young doctor usually purchased a practice and good wll from one about to retire. It was argued that proper distribution in itself kills the sale and purchase of practices and to allow a new doctor to enter the Service where he purchased a new practice would not relieve mal-distribution. To prevent undue hardship and to encourage joining the Service by vesting day, all practicing physicians so entering the Service became eligible for compensation for loss sustained because of an inability to sell their practices in the future. A sum of 66 million pounds was set aside for this purpose. The new system will give the doctor much greater freedom of movement than he has had in the past, without having to buy a practice, to sell it when he wants to go somewhere else, and then to buy another in the place to which he wants to go." Speech of Dr. Taylor, id. 
19-20 (1946).
Moreover a pension scheme has been established to give doctors additional financial security. "A doctor contributes six per cent of his net annual receipts . . . and the Exchequer contributes eight per cent of these receipts. In return, after a qualifying period ... a doctor will be entitled to a wide range of benefits including (after five years) a lump sum on death or on retirement after the age of sixty or on incapacity, and (after ten years) on retirement, a pension and lump sum, and on death, a death benefit and a widow's pension, the amounts depending on the number of years for which he has During the first nine months of operation the Medical Practices Committee granted 784 applications. Of these there were 92 in which the applicant had to be selected from a number of candidates for an advertised vacancy. Of 20 appeals made to the Minister 1 was allowed, 15 dismissed, 2 withdrawn and 2 were under review. REPORT As a result, patients have been left without a doctor for as long as 120 days, hardly an expeditious procedure.
08
Effective demand, more adequate facilities for doctors in urban as well as rural areas, and the training of more doctors should in the long run ensure adequate distribution. Meanwhile queues for examination, delayed treatment, and over-work of physicians will continue. 09 Yet doctors have not been deprived of their personal freedom to choose or change their place of practice.
Methods and Rates of Pay
Originally the Act contained no details concerning methods of payment. [C]onsent of both parties to the dispute is necessary before the matter at issue can be referred to arbitration. Awards under these two Acts are not legally binding on the parties, but the fact that both parties ... have agreed to refer the matter to arbitration is an earnest that they intend to abide by the result. In practice the awards are almost invariably accepted even when the parties have not committed themselves beforehand to do so. "The requirement of consent means, however, that a reference to arbitration under the Conciliation Act and the Industrial Courts Act could be prevented by one of the parties to ihe dispute. This does not necessarily mean that arbitration in some form or other would not result. The nature and extent of the dispute might be such that some other method of dealing with the matter might be more appropriate, e.g., it might be felt that the issues at stake should be investigated and reported upon by an ad hoc committee of enquiry with a broader composition and wider terms of reference than an Arbitration Tribunal. "As matters stand at present, therefore, the Minister could not without his consent be taken to any form of arbitration about the fees of general practitioner doctors or dentists in the National Health Service, nor, subject to what is said above, would he be bound to accept the award in a dispute about such fees which did go to arbitration. the statute was amended to prohibit full-time salaries for general practitioners and dentists."' This amendment was passed to mitigate fears of the dental and medical organizations, who contended that salaries would reduce doctors to servants of the state and cause them to lose their professional freedom.
12
Capitation fee: All general practitioners are paid either by capitation fee alone or by a reduced capitation fee plus a fixed annual payment.
113 A capitation fee is payment according to the number of patients on a doctor's list. This method purports to maintain a doctor's incentive by rewarding him for zeal, and leaves the patient free to change his doctor.1 4 The fixed payment is intended to aid the young doctor with few patients during his first lean years, and the rural doctor with a small practice and a large area to cover."1 5
General practitioners are free to choose either method of payment. But if they select basic salary plus reduced capitation fee, they must obtain the consent of a Local Executive Council which in turn consults the Local Medical Committee. Appeal may be made to the Minister. By setting the scale of fees to encourage conservation rather than extraction, it became advantageous for dentists to give some treatment under the Scheme and to leave less remunerative treatment to private practice.
2 7 Such misuse of the right to practice privately has not been widespread. The private work of National Health Service dentists represents less than 57o of their total work.
128 Parliament therefore rejected a motion to prohibit part-time practice in the Scheme. It preferred to rely on a regulation prohibiting discrimination among different parts of the full treatment required by a patient accepted for care under the National Health Service. 29 Other abuses might be mitigated by controlling private fees, as is done with specialists.1
30
High rates and the release of a large demand have caused dentists to constantly work at greater speed and for longer hours than ordinarily. To control this tendency and to reduce costs, an emergency regulation reduced fees after earnings reached a certain ceiling. The rule failed, for while dentists stopped working for the Service at the ceiling point, they continued to treat private patients. A later regulation removed the ceiling and substituted an overall cut in rates.
13 2 The results of this cannot yet be appraised. The government argued however, that these are physical rather than statutory difficulties which could be solved only by training an adequate number of dentists.' 33 Meanwhile fee for service payments result in more treatment than could be expected under a salaried service.' 3 4 125. SELECT The general practitioner has been subjected to much paper work. The increased burden of prescriptions and records may be due to newly created demand for medical care. Most of the burden, however, is caused by more than 25 enactments, including social security benefits, which require certificates signed by a doctor.' 39 The problem of unnecessary paper work was tained. The problem is how to remunerate on the basis of a uniform fee a profession with vastly differing standards of speed and workmanship ....
[M]ore thought is required particularly in the dental profession to evolve a better system of remuneration. 137. Id. pt. IV § 13(2), (3), (4) . A doctor practicing alone may have 4,000 patients; if he has a partner the senior is allowed to have 5,000 on his list and the junior 3,000. For each permanent assistant a doctor is allowed another 2,400. A doctor with 4,000 on his list does not treat all these patients every year. He is probably consulted by fewer than half of those enrolled. HALTH the subject of a recent investigation which advised that a doctor's certification functions be confined to medical information and that certificate forms be standardized. 140 Though paperwork is now heavy, it need not be burdensome in a National .Health Service.
Investigation of Complaints and Disciplinary Procedure
Although professional personnel are free to pursue their own methods, 141 provisions ensure that doctors, dentists, opticians, and chemists comply with the terms in their contracts of service. 142 In order to safeguard the interests of the public without jeopardizing the rights of the professional members, a complex administrative procedure for the investigation and adjudication of complaints has been devised.'
43 But no disciplinary body may determine whether a doctor is qualified to practice medicine; its only concern is with his actions as a member of the National Health Service. 4 4 The procedural structure seems based on the principle that doctor be judged only by doctor when purely professional issues are involved, and by both doctor and layman when lay interests are at stake. has been difficult to draw. As a result, an unduly intricate and cumbersome administrative procedure has evolved. 45 Minor penalties: Investigations of such "professional" misconduct as excessive prescribing, keeping inadequate medical records, or taking unauthorized fees, are made by a Local Medical Committee composed exclusively of doctors. 146 This Committee must furnish the accused with a written statement of the charges brought by the Minister. 147 Following a hearing, the Committee determines, for example, whether there has been excessive prescribing. It does not decide what action should be taken. 1 4 The practitioner is entitled to appeal to the Minister, who appoints a board of up to three members to make findings. One member must be a doctor, and none may be from the Ministry of Health.
149 Likewise, if the Minister is dissatisfied with a Local Committee's determination, he may refer it to a similar board.
0
After this procedure the Local Executive Council in turn recommends to the Minister any disciplinary action, for example, a fine for excessive prescribing. The doctor is then entitled to contest the proposed penalty by appeal to the Minister, who must appoint another board of hearing. Following this second appellate decision, the Minister may finally direct the Local Executive Council to take action.' 51 Any complaint by a patient concerning the conduct of a doctor is investigated by a Medical Service Committee, composed of medical and lay members. 152 The Committee may examine allegations of breach of the terms of service such as a doctor's failure to exercise reasonable care, to treat a patient, or to order necessary drugs. 153 Proceedings are informal, private, and non-adversary. The parties may have the assistance of another person who may not, however, address the Committee or examine witnesses. 5 4 A report which contains conclusive findings of fact, inferences from the facts, and a recommendation for action is made to the Local Executive Council. 55 Publication of the name of an offender, one of the most powerful disciplinary sanctions, is prohibited in all decisions except those concerning removal from the Service. Three reasons have been advanced for this policy. Executive Councils have no statutory immunity from an action for damages. More important is the desire to protect individuals from the uncontrollable penalty of injury to reputation. Finally, unlike the National Tribunal, the Local Committees lack some of the procedural safeguards available in a court of law. 1 8 0
Excluding possible resort to the courts for challenging the procedure of the Committees, 81 there are five possible stages of inquiry through which cases may have to pass before a final decision is reached. Each has elaborate safeguards as to procedure and personnel. A complaint against a doctor may begin at Service Committee, go to a Local Executive Council and then to a Tribunal. From there, the respondent may appeal to the Minister, who must arrange another hearing. Finally, the matter must go before a medical advisory committee. The Minister may then decide.
The number of stages seems excessive and must result in waste of time, energy, and money. Without jeopardizing rights of the accused, a hearing with the right of appeal should generally suffice. It might be desirable to have a third stage in cases involving exclusion from the service. 182 Cumbersome as the present procedure is, it does indicate that adequate techniques can be devised to protect professional personnel in a National Health Service from becoming servants of the state subject to the whim of Ministers with ever changing political complexion.
CONCLUSION
Britain sought a new method of providing health care. With the National Health Service Act, a great experiment in welfare legislation has been set in motion. Parliament has not drafted a rigid plan, for it has recognized the need for constant review and revision. Numerous administrative techniques have been devised to allow interested parties to participate in the Service's development. Though a national program, a high degree of decentralization coupled with widespread participation prevents the impress of uniformity or regimentation from above.
The Act is a product of the democratic process. Its provisions were drafted after consultation with all interested parties and enacted after long debate. Little if any reason for either patients or professions to remain outside the
